In recent years, our society has increasingly confronted inequities faced by members of marginalized and disempowered groups. Gender bias has become an important topic of conversation and of academic discourse and research. Despite relevant literature dating back many years, medicine in Canada has only recently started to examine how gender bias has impacted our profession, clinical care, and research agenda. Thus far, the Canadian anesthesiology community has engaged very little in the much-needed introspection on gender biassomething that needs to change.
The Canadian anesthesiology landscape continues to be very male. In 2018, one third of practising anesthesiologists were female, 1 despite women making up 42% of all Canadian physicians. 2 Women have made up at least half of Canadian medical students since 1999 but currently only 38% of anesthesiology postgraduate residency trainees are female. 3 In Canadian academic departments of anesthesiology, women comprise only 18% of all full professors, 27% of associate professors, 33% of assistant professors, and 49% of instructors (personal communication K. Kassim, Association of Faculties of Medicine of Canada; November, 2018). Currently, only two of 17 chairs (12%) of academic departments of Anesthesiology are female and all of the 2018 Canadian Anesthesiologists' Society (CAS) Honour Award Recipients were male. 4 Only one of the five members of the current CAS executive is female, and in the 75-year history of the CAS, only three women have served as president. The editorial board of the Canadian Journal of Anesthesia currently has only five women (21%) out of its 24 members.
These statistics paint a stark, gender-biased picture. The research on gender inequities in medicine is equally bleak. Women are subject to gender bias in recruitment to maledominated careers and are less likely to be hired than their equivalent male counterparts. 5 Women are less likely than men to receive awards or academic promotions 6 and are similarly less likely to receive research funding. 7 Recent literature also demonstrates that women are published in anesthesiology journals at a disproportionately lower rate relative to their presence in the profession. 8 Despite a long presence in anesthesiology, women are less likely to assume senior leadership positions, 9 more likely to be mistaken for other allied health professionals, and are significantly less likely to be introduced with the honorific prefix ''doctor'' (e.g., when speaking at grand rounds) than their male counterparts. 10 Women's important contributions to medicine speak for themselves, but have failed to result in proportional representation. Female physicians are more likely to engage in patient centred communication and provide more psychosocial counselling. 11 They are more likely to follow guidelines 12 and provide preventative care. 13 Partially as a result of these differences in practise patterns, female physicians are reported to have lower mortality and readmission rates. 14 We can no longer passively wait for the status quo to change within Canadian anesthesiology. To ensure sustainable change within our profession, we must start with anesthesiology training. There is a dearth of research on what deters or attracts women to anesthesiology; this research needs to be carried out, with deterrents identified and addressed. Provision of a gender-matched mentor should be accommodated if possible, as we know that female residents are more likely than males to prefer a female mentor. 15 Anesthesiology training programs need to ensure a lack of gender bias in their selection, evaluation, and promotion processes, and we need to ensure that the culture within the residency programs is open and free from discrimination or harassment.
Nationally, the CAS intends to establish a working group on diversity, equity, and inclusivity. The working group in its current form is meant to be time limited; nevertheless, the CAS should instead consider establishing a standing committee devoted to ensuring gender-balanced representation in our specialty. This committee could help ensure a balance in the membership of CAS committees, committee leadership, CAS executives, and award winners. This standing committee must also better balance the gender of speakers at the annual meeting to avoid panels that are overwhelmingly male (so-called, ''manels''). 16 The committee could also act as a resource to support local continuing professional development programs in achieving gender equity.
Closer to home, departments of anesthesiology have an obligation to ensure proportional representation at all levels of leadership. Mentorship is certainly important in fostering leadership interests and skills in all anesthesiologists, 17 including women, but is not enough to overcome the profound gender diversity deficit that currently exists. Women are often perceived as being less likely to aspire to leadership positions because of family and childcare obligations. Even women without children suffer bias because female gender is often linked to a desire to have children. 18 Our organizations, institutions, departments, and research collaborations need to embrace the opportunity to change. There should be no implicit assumption that women do not wish to assume leadership roles. Qualified and interested women need to apply for leadership positions and selection committees need to include, at a minimum, a proportional number of women. Selection criteria also need to be unbiased so as to avoid advantaging one gender over another. Departments ought to ensure greater gender diversity in their own speaker programs and departments of anesthesiology should also consider creating a director position to oversee gender diversity.
Confronting and remedying gender bias is not just the provenance of women. Men within Canadian anesthesiology should have an interest in a genderdiverse work force and should act as allies in overcoming the hurdles identified here. An effective ally is perceptive to bias and uses their privilege to shine light on inequities even when it is inconvenient or uncomfortable. If anesthesiologists of all genders work together to improve gender diversity on all fronts we will be much more successful in effecting change and achieving parity within our specialty. With deliberate effort, we can make important strides towards gender parity within the Canadian anesthesiology community and our specialty will be richer for it.
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